We report a case of disseminated infection due to Bipolaris australiensis in a 21-year-old immunocompetent Pakistani man. He presented with fever and jaundice. Examination revealed a mass in the right lung, mediastinal lymphadenopathy, a pericardial effusion, and abdominal masses obstructing and invading the common bile duct and right ureter. Histological examination and culture of a biopsy specimen of the hilar mass yielded the fungal pathogen B. australiensis. The patient was treated successfully with amphotericin B and itraconazole.
abdominal pain and fever and significant weight gain. Repeated of 22 cases of allergic fungal sinusitis [6] , Bipolaris organisms were the most common fungi isolated. CT scans showed a marked decrease in the severity of the mediastinal lymphadenopathy and pericardial effusion. An illEye complications including mycotic keratitis, corneal ulceration, and orbital cellulitis have been described [7 -9] . Allergic defined hepatic lesion remained, and there was decreased dilatation of the intrahepatic bile duct. The appearance of the renal bronchopulmonary disease due to Bipolaris species that is similar to allergic bronchopulmonary aspergillosis has been recogtract had improved. After 920 mg of amphotericin B had been administered, he returned to Pakistan. He received a further nized [10] , and serological testing reveals that patients with this disease have precipitins to Bipolaris. Bipolaris species can 1,275 mg of amphotericin B followed by treatment with oral itraconazole (100 mg daily for 2 weeks). According to correcolonize prosthetic heart valves [11] , and cases of subcutaneous phaeohyphomycosis [12] and osteoarthritis [13] have been respondence 8 months later, he was in good health. He had returned to his original weight of 75 kg and believed that the ported. Disseminated infections have been described in immunocompromised patients. In a review of 27 episodes of treatment had been successful.
Mycological studies. The biopsy specimen obtained at our fungemia in HIV-positive children [14] , Bipolaris spicifera was responsible for 52% of the cases; the proposed portal of entry institution was sent to the Department of Medical Mycology, St. Thomas's Hospital (London), where it was divided and was permanent indwelling venous catheters. Our case is the first report of disseminated bipolaris infection inoculated onto brain-heart infusion medium (Difco Laboratories, Detroit) and glucose-peptone agar (2% dextrose/1% myin an immunocompetent host. We postulate that the route of entry was the lung, possibly via colonization of the bronchieccological peptone [Oxoid, Basingstoke, Hants, England]) supplemented with 0.005% chloramphenicol. The plates were tatic area. Why colonization led to systemic infection remains a mystery, but one report may provide a clue. In 1988, Dewey incubated at 30ЊC. Within 1 week, pure growth of phaeoid mold developed on both media. Microscopic examination revealed et al.
[15] described a 13-kD maize mitochondrial protein that conferred susceptibility to Bipolaris maydis toxin. Expression multicellular conidia on geniculate conidiophores characteristic of the genus Bipolaris. The isolate was referred to Dr. C. of this protein by Escherichia coli showed that the mitochondrial gene product is responsible for susceptibility to the toxin. Campbell (Mycological Reference Laboratory, Bristol Public Health Laboratory, Bristol, United Kingdom) who formally It has since been found that mutations in the maize mitochondrial T-urf 13 gene eliminated susceptibility to the fungal paidentified it as B. australiensis. Antifungal susceptibility testing was performed at St. John's Institute of Dermatology (London) thotoxin of B. maydis race T [16] . It is possible that human susceptibility to Bipolaris species in the apparently immunoby using a liquid double dilution technique. The MICs of amphotericin B and itraconazole were 0.25 and õ0.25 mg/mL. competent host is the result of a mitochondrial gene product or mutation or other subtle defects in the immunologic response.
The literature suggests that the use of amphotericin B alone [1, 17] or in combination with imidazoles [5, 11] is the recomDiscussion mended treatment for bipolaris infection. In reports of invasive phaeohyphomycosis, complete recovery following treatment A literature search suggested that this is the first case report of systemic bipolaris infection in an immunocompetent host.
has been described. However, long-term follow-up is necessary to confirm this finding, and as yet, there are too few reports A similar case was reported by Karim et al. [1] in 1993. These investigators suggested that they reported the first case, but to be certain of cure. Bipolaris species are likely to become increasingly recognized pathogens as the incidence of HIV this is questionable since the patient had been receiving treatment with high doses of prednisolone (60 mg) for ú6 months.
infection rises and as more organ transplantations are performed with resultant use of immunosuppressive drugs. Early Their patient was successfully treated with intravenous amphotericin B once the diagnosis was made 2 years after presentadiagnosis and treatment are of the utmost importance since untreated disseminated infection with Bipolaris may be fatal. tion.
Bipolaris species, previously classified in the genus Drechslera [2, 3] , are a group of pigmented, phaeoid, filamentous
